The management of infants with pyloric stenosis has local variations. In this department a regime of simplicity has been adopted in which the patient is disturbed as little as possible. The diagnosis is made on palpation of a pyloric 'tumour' during a test feed, and only rarely is diagnostic assistance sought from a barium meal.
The management of infants with pyloric stenosis has local variations. In this department a regime of simplicity has been adopted in which the patient is disturbed as little as possible. The diagnosis is made on palpation of a pyloric 'tumour' during a test feed, and only rarely is diagnostic assistance sought from a barium meal.
A gastric lavage is done not less than four hours before operation. Pyloromyotomy is performed under general or local anaesthesia according to the surgeon's preference and the child is returned to the medical ward. Feeding is recommenced 4 hours after operation with 8 ml. half-cream National Dried Milk alternating hourly with half-strength physiological saline in unrestricted quantities. The volume of milk is gradually increased and also the interval between feeds until on the third post-operative day 45 ml. milk is being given 4-hourly. Water at this stage is given instead of saline. On subsequent days the volume of each milk feed is increased by 15 ml. until an appropriate full feed is reached. The child is discharged on the 5th post-operative day and returns on the 12th day for removal of sutures. Breast-fed infants are given expressed breast milk and allowed home usually on the 2nd postoperative day to continue breast-feeding. The sutures are also removed on the 12th post-operative day.
Biochemical studies are not done routinely and parenteral fluid and electrolyte replacements are undertaken only in the infrequent cases in which dehydration is severe.
During the past 4 years 58 cases, on average, have been treated annually in this unit with one death (a mortality rate of less than 0 5%).
The present study was designed to assess the adrenocortical response to the acute stress of pyloromyotomy as measured by the urinary 17-hydroxycorticosteroid excretion, and to determine the level of free aldosterone excretion in infants. Results and Discussion 17-Hydroxycorticosteroids. In non-stressful conditions the pituitary and adrenal cortex act together to maintain optimal plasma cortisol levels. This mechanism is altered during major surgical procedures. Under such stress the pituitary gland continues to secrete ACTH despite a rise in plasma cortisol. An increased urinary excretion of 17-OHCS follows (Tyler, Schmidt, Eik-Nes, Brown, and Samuels, 1954) .
In Table 1 the daily urinary 17-OHCS excretion in 12 male infants following pyloromyotomy is shown. Depending on the time of admission of the individual case, pyloromyotomy might have been performed at any time within 24 hours of admission. Any increase in adrenocortical secretion due to the operation in such cases might, therefore, increase the output of urinary 17-OHCS within the first 24 hours. Except for Cases 1 and 3, those with a first day excretion greater than 1 mg. 17-OHCS had the operation within 24 hours of admission. Cases 1 to 8 excreted more than 5 mg. 17-OHCS/24 hours on at least one day in the post-operative period. In Cases 261 used, is applied to the final chromatogram. Since the amount of aldosterone likely to be encountered was not known, the optimum aliquot applied to the final chromatograph was found by trial and error. In the early experiments, using 24-hour urine volumes, insignificantly different galvanometer readings for blank and fluorescence were obtained, even when using three-quarters of the aldosterone extract and with satisfactory recovery rates. Subsequently, the urine from each patient was bulked for 5 consecutive 24-hour periods and the daily excretion of free aldosterone taken as one-fifth of the total. Thus in only 7 of the 15 cases studied were reliable results obtained (Table 2 ). With recovery rates ranging from 43 to 75%, the daily urinary excretion of free aldosterone ranged from 0 * 6 to 3 ,ug.
In Table 3 the calculated excretion of free aldosterone for the first 24-hour period in Cases 1-7 is shown. from Tables 2  and 3 that the calculated daily excretion of free aldosterone and that actually found from bulked 5-day collections of urine are in agreement, and in each case the daily urinary excretion is 3 ,ug. or less.
The fractions of aldosterone appearing in the urine are free aldosterone, a L4-3-oxoconjugate split by acid hydrolysis to yield free aldosterone, and a metabolite, tetrahydroaldosterone conjugated with glucuronic acid. Only the first two fractions are estimated by the method used, and together these fractions represent 5-15% of the total daily secretion of aldosterone by the adrenal cortex (Ross, 1959; Jones, Lloyd-Jones, Riondel, Tait, Tait, Bulbrook, and Greenwood, 1959) . Thus daily secretion rates for aldosterone from 5-60 ,ug. might be expected in infants up to 3 months of age.
Data on the aldosterone secretion rate for infants in this age-group are scant, but Degenhart, Visser, Wilmink, and Croughs (1965) , using the double isotope dilution technique of Kliman and Peterson (1960) , found the aldosterone secretion rate to be 60 F±g./24 hours and 13 *5 ,ug./24 hours in two infants, aged 2 months and 4 months respectively. After 4 to 6 days of salt deprivation the secretion rates were 100 ,ug./24 hours and 225 ,ug./24 hours, respectively. In the present series all the urine collections for aldosterone estimation were made after the operation and during the period when an increased salt intake was encouraged. Indeed all cases received during the 3 days after operation more salt than would have been contained in standard milk feeds appropriate for the infants' ages. This might have depressed aldosterone production. It is clear that only small amounts of free aldosterone appear in the urine in this age-group and thus more helpful information will be obtained from the estimation or urinary tetrahydroaldosterone or from measurement of the aldosterone secretion rate.
Summary
The daily urinary 17-hydroxycorticosteroid (17-OHCS) excretion was followed during the 5 days following pyloromyotomy in 12 infants with pyloric stenosis treated surgically, and attempts were made to estimate the daily excretion of free aldosterone in 15.
Higher urinary levels of 17-OHCS, of 5 mg. and more per day, were observed in infants who had a more favourable clinical assessment. In these vomiting had been less severe though of longer duration.
Insufficient free aldosterone appears in the urine to permit estimation on a single 24-hour specimen. Using total 5-day urine collections, a free aldosterone excretion of 0 6 to 3 ,ug. per day was found. It is suggested that measurement of daily aldosterone secretion rates or of urinary tetrahydroaldosterone would yield more helpful information.
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